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On October 31, the United Nations
Security Council adopted Security
Council Resolution 1325, calling on all
parties to an armed conflict to take
special measures to protect women and
girls from gender-based violence, par-
ticularly rape and other forms of sex-
ual abuse.

The Rome Statute of the Inter-
national Criminal Court, which entered
into force July 1, 2002, states that rape
and any other form of sexual violence
of comparable gravity may constitute
both crimes against humanity and war
crimes.

Since 2003, mass rape committed by
members of the Sudanese armed forces
and affiliated militia with the support
of the Government of Sudan has been a
central component of the Government
of Sudan’s violence and ethnic cleans-
ing in Darfur.

Can you imagine this is the army,
the militia of a country just having
their way, going into camps and vio-
lating women and girls, thousands of
women and girls who have been vio-
lated as a result.

Women and girls leaving internally
displaced persons camp in Darfur and
refugee camps in Eastern Chad to seek
firewood, water or outside sources of
income are often attacked and sub-
jected to rape. My colleague already
spoke to that issue. It is just out-
rageous that this could continue to
happen.

On March 9, 2007, members of the
United States-United Nations High
Level Mission on the Situation of
Human Rights in Darfur reported that
rape and sexual assault have been wide-
spread and systematic, terrorizing
women and breaking down families and
communities and that women are also
attacked in and around refugee camps
in eastern Chad.

Think about this: systemic, wide-
spread, terrorizing of women and girls.
Systemic. That is just something that
I can’t even imagine that we would
continue to allow happen in another
country. We know how great the im-
pact of rape and sexual assault on
women and girls in our country over
time, and imagine what it would be in
a country where they don’t have avail-
able to them what our women and girls
have available to us. Be it counseling,
medical care, long-term mental health
counseling, it just doesn’t happen.

So I'm just so happy that the House
passed by way of suspension bills today
three resolutions around Sudan.

Finally, I think that what I would
say at this point is that the people of
America and all of these nonprofit or-
ganizations and the children across
this country, women and children and
students, must stand up. They must
speak up about what’s going on in
Darfur, and you all know that old
statement, that piece of speech that
someone gave, and I can’t think of the
author, and it said, if you’re quiet
when they come for other people, who’s
going to speak up when they come for
you? And that is what we should all be
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thinking about, that we need to speak
up on behalf of the people of Darfur and
say enough is enough; we’re not going
to have this happen anymore.

The United States, under the leader-
ship of George Bush, who’s been talk-
ing loud and saying nothing on this
issue and not moving forward, should
move forward to make sure that there
are people and peacekeepers going into
this area and making sure that these
people are taken care of.

With that, I would again commend
the Chair of the Congressional Black
Caucus, Congresswoman CAROLYN
CHEEKS KILPATRICK, for her leadership
and thank her for giving me the oppor-
tunity to lead the Congressional Black
Caucus message hour every Monday
evening and to give us the opportunity
to step up, speak out, and really shine
a light on issues that the Congressional
Black Caucus is concerned about and
that the people of America, regardless
of their color, are concerned about.

Again, thank you very much, Madam
Speaker. It’s always good to be leading
a Special Order when you’re in the
chair. I thank you for your leadership
as well.

Mr. CONYERS. Madam Speaker, today we
recognize the ongoing loss of life occurring in
Darfur. | would like to restate my unconditional
support and commitment to advancing peace
and security for the people of Darfur. | implore
my colleagues in Congress to join me in urg-
ing the Sudanese government to take decisive
action to address this tragedy. This quite sim-
ply is a matter of Life and Death and as the
destruction of hope and possibilities continues
to erode away at a people who are calling out
for help. These atrocities continue to mount in
the Sudan as our Administration continues to
pump billions of dollars into Iraq and redirects
greatly needed resources away from this un-
necessary tragedy. The conflict in Sudan
began as a genocide against tribes of small
farmers in its Darfur region over five years
ago. Militia groups have slaughtered an esti-
mated 400,000 people and driven 2.5 million
people from their homes. There has been an
increase in civilian killings and large scale at-
tacks in Darfur. The rape and torture of
women and children remains a constant con-
cern on a daily basis. Thousands have moved
to displacement camps which contain their
own level of violence with guns being readily
available and tensions in Darfur continuing to
grow every day. The African Union peace
keeping troops who have put up a courageous
fight have lacked the proper resources and
manpower needed to contain the growing
threat. Equipped only with light weapons, they
are no match for the heavily armed rebels.
They are undermanned and outgunned and in
desperate need of advanced weapons and
helicopters to properly engage with the Militia.

In May, Nobel Peace Prize winner and Hol-
ocaust survivor Elie Weisel called Darfur “the
capital of suffering.” He called on all of us to
“tell the victims they are not alone.” Violence
continues in Darfur, as the Sudanese govern-
ment attacked two internally displaced camps
in the past week. On October 19, the Militia
attacked the Kalma refugee camp, the largest
in Darfur. Additionally, on Oct. 22, the
Hamidiya camp near the town of Zalengei was
attacked in a series of clashes between gov-
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ernment troops and rebel groups. The killings
of African Union peacekeepers and World
Food Programme contract drivers combined
with detentions of humanitarian workers in the
conflict-ridden Darfur region of western Sudan
are just a few examples of a deteriorating situ-
ation, which is prompting increased anxiety by
those affected by the ongoing crisis, as well
as by those responding to the emergency.
From June until late August, the United Na-
tions reported, an estimated 55,000 new per-
sons had been displaced in the region—bring-
ing the total number of those uprooted this
year to some 250,000. In all, the UN esti-
mates, 2.2 million of Darfur's 6.4 million peo-
ple have been displaced, and four million are
now dependent on some form of humanitarian
assistance.

While almost everyone involved in Darfur
policy agrees that an African Union peace-
keeping force of just 7,000 troops is not up to
the task, the United States has refused to
send troops and, despite promises of rein-
forcements, has yet to secure many additional
troops from other countries. At the same time,
it has been unable to broker a diplomatic reso-
lution that might ease the violence. There is
no doubt that what is taking place in Darfur is
genocide, and the government of Sudan and
the Janjaweed bear responsibility. Congress
and the Administration must support legislation
to address this most pressing human rights
issue. We must move beyond the rhetoric and
take action to save the lives of the people who
are struggling each day with this horrific con-
flict. We must leave politics aside and support
legislation such as H. Res. 573, which recog-
nizes and commends the efforts of U.S. advo-
cacy groups to raise awareness about and
help end the worsening crisis in Darfur; We
must also support H. Res. 740, which con-
demns the brutal attack on African Union
peacekeepers that occurred in Haskanita,
Darfur one month ago today. This violent act,
carried out by rebels, took the lives of 10
peacekeepers—seven Nigerians and three
other soldiers from Mali, Senegal, and Bot-
swana; and finally H. Res. 726, a resolution
calling on the President and the international
community to take immediate steps to respond
to and prevent acts of rape and sexual vio-
lence against the most innocent of Darfur's
victims—young girls and women.

We must continue to provide security and
support for the courageous humanitarian work-
ers, who risk their lives daily. Their commit-
ment to this struggle has been exemplarily in
the face of danger. We must also take this op-
portunity to unite and stop these crimes
against humanity. We can not allow our past
failures to identify genocide in places such as
in Rwanda, Bosnia, and elsewhere to exist
ever again.

——

HEALTH CARE

The SPEAKER pro tempore. Under
the Speaker’s announced policy of Jan-
uary 18, 2007, the gentleman from
Texas (Mr. BURGESS) is recognized for
60 minutes as the designee of the mi-
nority leader.

Mr. BURGESS. Madam Speaker, 1
come to the floor of the House tonight
as I frequently do to talk a little bit
about health care.

Tonight, I will be filling the leader-
ship hour of the minority side, and I
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certainly thank the House leadership
for providing me the opportunity to
speak to the Chamber over this hour
and talk a little bit about health care,
perhaps give a little bit of historical
context, perhaps talk a little bit about
our current situation, perhaps talk
about the prospects for change in the
future, talk about what principles are
important to maintain in a health care
system, whether it be public or private,
the principles of affordability, account-
ability and advancements.

Madam Speaker, I hope to spend part
of this hour talking about the things
that I think will improve the delivery
of health care in this country, regard-
less of who the payer is, because we are
perhaps perched on a historical time.

Madam Speaker, I believe with all
my heart that we are perched on a
transformational time in American
medicine, a time that we’ve seen per-
haps similarities with before, perhaps
three times in the last century. We’ll
detail those in just a moment, but it is
a time like any other.

When the rapidity of the scientific
information is coming at such a rate,
the rapidity of scientific change is
coming at such a rate, and at the same
time we’re poised to perhaps have a
significant impact on the delivery of
health care in this country by how we
craft our public health policy, our
health policy in this body, think about
in the preceding century we had three,
I believe, transformational times in
the 20th century.

You think about the status of medi-
cine in the days of the late 1800s lead-
ing up to the early 1900s, and it was not
always a pretty sight. Blistering, burn-
ing, and bleeding were treatments that
were not only tolerated; they were, in
fact, embraced by the medical main-
stream, the best minds in medicine at
that time. But those heroic efforts
were beginning to be supplanted by
people who rigorously applied the sci-
entific method and began to inves-
tigate as to whether or not these he-
roic methods were, in fact, yielding or
returning a positive benefit for the pa-
tient. In fact, they found that they
were not.

And at the same time, you had sci-
entists working on concepts such as
sterility, sterility during surgery, vac-
cinations, improvements in public
health, sanitational water supplies, as
well as just a decade before you had the
introduction of anesthesia which, obvi-
ously, radically changed the prospects
for being able to perform surgery.

O 2045

There was also a crisis of confidence
in American medicine, because there
was no standardization in American
medical schools. They were all over the
map as far as their embracing sci-
entific method or scientific philosophy.
This body, the United States Congress,
in 1910, commissioned a study that was
ultimately called the Flexner Report,
which detailed the problems inherent
in American medical schools and how
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value to the patient could be improved
by standardizing the training and mak-
ing the training more rigorous and ad-
hering to the scientific process.

Well, not quite midway through the
century, in the 1940s, we saw, again, a
transformational change occurring in
American medicine. How did this
change come about? Actually, there
were some discoveries that preceded
the 1940s by a little bit. Sir Alexander
Fleming discovered penicillin in 1928.
At the time, it was just more or less a
laboratory curiosity that the growth of
a mold in a Petri dish could inhibit the
growth of a bacteria, but it was Amer-
ican ingenuity and American know-
how that took this concept and made
possible the distillation and production
of large amounts of this compound.

Prior to the 1940s and prior to the
intervention of American know-how,
only small amounts of penicillin were
available. Again, it was more of a lab-
oratory curiosity than a useful treat-
ment that could be made available to a
broad spectrum of patients.

With the introduction of new tech-
niques for bringing this medicine to
the public, large amounts of medicine
were made available, the price plum-
meted and, as a consequence, we ush-
ered in the new antibiotic age in the
early part of the 1940s. It was terribly
significant. Many of our soldiers who
were wounded during the invasion of
Normandy on D-Day had wounds that
ultimately would have been much more
serious had infection become a prob-
lem, but now, because of the avail-
ability of penicillin, many of those in-
fections could be treated, life and limb
could be saved and spared. It was, in-
deed, a change that medicine had not
previously seen.

There was another rather dramatic
development during the 1940s, about
the same time, Percy Julian, who was
an African American scientist who we
honored in this body during the last
Congress. He didn’t discover cortisone.
Cortisone had previously been discov-
ered but was only available by a labor-
intensive process. You had to get it
from the adrenal glands of an ox.

Cortisone was very difficult to ob-
tain, very expensive and really wasn’t
available to treat much in the way of a
large number of patients. It was avail-
able only as an experimental effort.

But Dr. Julian, who had experi-
mented in biochemistry for a number
of years and worked extensively with
soybeans and soybean products, found
a way to make a precursor to cortisone
and, in fact, found a way to apply this
for the commercial production of corti-
sone. Suddenly, this medicine, this
miracle drug which had been available
only in very small supply and terribly
expensive, now became generally avail-
able to treat patients.

So we had the advent of anti-infec-
tive agents in the antibiotics and anti-
inflammatory agents with cortisone,
all of which occurred around the mid-
1940s. What else happened in the mid-
1940s? Of course, we were a country at
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war. As a consequence, the workforce
in this country was severely con-
tracted. In an effort to keep employees,
what employees were available on the
job, employers wanted to pay higher
and higher wages to keep the employ-
ees there and keep them satisfied.

But the Federal Government, the
President of the United States, Presi-
dent Roosevelt said, we are going to
get in trouble with inflation if we are
not careful, and put in place a series of
wage and price controls to kind of keep
the 1lid on this rapidly expanding sector
of the economy. He felt it was justified
because of a wartime situation.

Well, employers still wanted a way to
attract employees, to hold employees,
to keep employees, keep them happy,
keep them satisfied, keep them healthy
and well so they stayed on the assem-
bly lines and stayed in the workforce.
They devised a plan to offer health in-
surance and retirement benefits to em-
ployees that were under their employ.

Well, it was kind of controversial as
to whether or not this would be some-
thing that was even available, whether
or not it violated the spirit of the wage
and price controls that were in place at
the time, and, if it was something that
could be made available, is this a ben-
efit that would be taxed or not taxed?
The Supreme Court in a historic deci-
sion in 1944 decided, number one, that
this did not violate the spirit of wage
and price controls. Just as impor-
tantly, they determined that these
benefits provided as health insurance
benefits and retirement benefits, in
fact, were not taxable benefits. Thus,
the era of employer-derived health in-
surance was born.

After the war, it continued because it
was very popular. People liked that
concept. They liked the fact that you,
at the time you went to work, you re-
ceived health insurance; so that was
one worry that was lifted off of you
that you didn’t have to contend with.
It changed forever the face of how med-
icine is practiced in this country, as
much, I submit, as the introduction of
penicillin and as much as the introduc-
tion of large-scale production of corti-
sone.

So we will quickly fast-forward to
the 1960s. In the 1960s, again, we were
seeing a big transformation in medical
care, a big transformation in science,
the newer antibiotics were available
that could treat more and more dis-
eases, more aggressive diseases. The
whole era of chemotherapy began to be
ushered in. Antidepressants were avail-
able for the first time, as well as
antipsychotics, which had a profound
effect on the census in psychiatric hos-
pitals.

What else happened in the 1960s?
Well, a little over 40 years ago, this
Congress, at the direction of a fellow
Texan, Lyndon Johnson, developed the
Medicare and then subsequently the
Medicaid programs to provide a social
safety net for our seniors. Then, ulti-
mately, with the introduction of the
Medicaid program, it provided a social



H12148

safety net for people who were too poor
to afford health insurance.

So there was greater access, greater
access for the aged, for people who
were disabled, and for people who his-
torically had been not allowed into the
medical system because of a poor fi-
nancial situation. But, the government
established for the first time an enor-
mous footprint in the practice of medi-
cine in that for the first time it paid
for a significant amount of the practice
of medicine.

Now, the current situation is that
about 50 percent of the health care dol-
lar is derived from the United States
Congress, from the Federal Govern-
ment. The other 50 percent is not all
private pay; it’s private, commercial
insurance as well as people who pay
bills out of their pocket, self-pay indi-
viduals, and I will actually include the
4.5 million people that own health sav-
ings accounts. I would include them in
that group as well.

Of course, there are people who just
simply do not pay the bill; there is bad
debt. There is also charitable care that
is given by a doctor or a hospital to a
patient and no payment is expected.

Now, the big question before us is can
this hybrid system that has just sort of
grown up, can this hybrid system be
sustained? The tension that exists
within this system, I think, creates a
dynamic for continued change and for
medicine to continue to evolve and
continue to reinvent itself.

But, as I said, we are on the brink of
a time of transformational change. I
believe that in the early part of the
21st century we will see and we have
seen changes in medicine as a result of
cracking the genetic code. Genomic
medicine, which was a phrase that I
wouldn’t even have been aware of dur-
ing medical school or residency, now is
part of our regular parlance.

Diseases that used to be treated only
with surgery are now treated with
medicines. There are going to be vast
changes on the horizon as far as the
treatment of disease goes as we begin
to understand more about how the
human genome affects the course of
health and disease, how we can inter-
vene earlier at a lower cost to prevent
disease and, quite honestly, extend life
over time.

But, we are also poised at a time
where it looks as if, because of frustra-
tions with the current system, because
it doesn’t provide all of the coverage
that we think it should to every person
who we think needs it, we are poised
here in this Congress to begin debating
an ever greater expansion of the Fed-
eral Government’s role in health care
in this country.

It will ultimately be up to us to de-
cide is this a good thing or a bad thing.
Since we live in a representative Re-
public, it will be up to the American
people to decide is this something that
we want to see more of or less of. They
will, of course, register those thoughts
with their votes, not only in the 2008
election but in the 2010 election.
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I would submit to you that it is im-
portant that we keep in mind really
where the fundamental unit of produc-
tion is in this vast medical machine
that we have in this country. What is
the widget that is produced by the vast
medical machine?

Well, my impression is that it is the
interaction that takes place between
the doctor and the patient in the treat-
ment room, whether you like to say
the operating room or the emergency
room, but, nonetheless, it is the inter-
action between the doctor and the pa-
tient. That is the fundamental unit of
production in American medicine. How
do we interact that?

Well, my opinion is anything that
will deliver value to that interaction is
one of those things that we ought to
encourage. Anything that detracts
from value or anything that serves to
drive apart the doctor-patient inter-
action is something that may be seen
as pernicious. It’s all about empow-
ering the patient and not an insurance
company, not the Federal Government.
We need to focus on those policies that
will bring that power back to the pa-
tient, will bring that value back to the
doctor-patient interaction.

A lot of people would argue that we
need health care reform. In fact, re-
member, that was a big argument in
1992 in the Presidential election and in
1993, the year that followed, and then,
ultimately, nothing was accomplished
and the situation stayed as it is. But
they kept talking about health care re-
form, health care reform, health care
reform.

Well, reform is what you need if the
system is working just jim-dandy, just
working extra special well, and you
only need some marginal changes
around the edges. But since we are
upon a time of great scientific ad-
vancement, changes in how we handle
information technology, changes in
how we even approach medicine, the
whole era of personalized medicine is
just a little bit over the horizon, and
we may well see that in my lifetime,
certainly in my children’s lifetime.

Medicine is on the cusp or the thresh-
old of some big changes. Is reform
going to be enough to enact the social
policies that we need here in Congress
as well as permit those trans-
formational changes that are occurring
in science and occurring in the delivery
of medical care?

Now, I would submit that only by
keeping a portion of the free enterprise
system involved in health care, only by
that method are we likely to continue
to generate the kind of instability we
need in a system in order to foster
change, in order to foster growth, in
fact, in order to drive that trans-
formational process.

If, suddenly, we are at complete equi-
librium and there is no tension on the
system anymore, what’s going to cause
it to grow? If, in fact, we devolve to a
single-payer system where the Federal
Government picks up the entire tab for
medical care from cradle to grave, and
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there are some people who think that
would be the correct response, the cor-
rect way to go, what will change? What
will be the impetus to change? What
will be the reason to change anything
about medicine?

What you see today, if you enact that
system, is what you will see 20 years
from now, 40 years from now, 60 years
from now. The transformational
change that I think will be responsible
for some of the greatest gifts that med-
icine could give to humankind, sud-
denly the spark, the spark of incentive
would be removed and we would have a
steady state that would be well paid
for, a lot of people would be well taken
care of, but the improvements, the ad-
vancements would be lacking in such a
system.

If we move toward a system that is
more patient driven, rather than one
that’s driven by insurance companies,
rather than one that’s driven by gov-
ernments, I think we will usher in that
new era of transformation in American
medicine.

During the course of that, we have
got to keep health care affordable. We
have got to keep the monitor on the
person in the middle, the person who
acts as that barrier between the doctor
and the patient, what we describe as a
middleman. We have to keep that very
close tab on what’s happening in that
arena. That’s one of the things that
prevents a patient from knowing the
value of care they receive. It’s one of
the things that prevents a doctor from
knowing how much the care they are
ordering is going to cost or what bur-
den that patient will have to bear. We
have anesthetized everyone by putting
a third-party payer in the middle of
that mix.

Now, questions do come up as to how
we bring about those changes and not
obstruct changes that we want to see
happen, but, again, keep in mind things
like the advancements in medicine
that are going to occur as a result of
discovery of the human genome and
further elucidation of the human ge-
nome, concepts like rapid learning.
When I was in medical school, we all
just worshipped at the altar of the dou-
ble-blind crossover study in order to
prove that something was effective or
not.

But we live in a time when computa-
tional speed and capability is so vast,
and the speed of learning is so fast,
that, you know, it may no longer be as
necessary as it once was to select the
correct sample size and go out and do
all the statistical tests. We can just
simply monitor everyone, everyone
who is on Lipitor, everyone who is on a
statin, see what their complications
are, see what their health benefits are
that people who are on statin live as
long or longer than a closely matched
age and gender-matched group of indi-
viduals who are on no such therapy. We
can begin to develop those concepts,
and the data is there and will accumu-
late rapidly because of advances that
are being made in health information
technology.
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That’s the way that, ultimately,
we’'re going to be able to curtail some
of the costs of taking care of chronic
diseases and, in fact, beating chronic
diseases; and I would include cancer in
that group. And above all, we do have
to ensure an adequate workforce to be
able to provide that care.

Now, I alluded a few minutes ago at
the point of transformational change,
but we also run the risk of getting
caught up in transaction. You know, if
you think back to 1993 and the changes
in health care that were discussed at
the time, we really weren’t talking
about any kind of health care change.
We were talking about change in the
administration of insurance policies.

As a result, since we got caught up,
in this body, in the transactional, we
forgot about the transformational. And
again, as a result, there really wasn’t
much happened, except we left the field
essentially empty, and HMOs and man-
aged care came in, took over a large
market share. And that was the time,
at least in my experience as a physi-
cian, when some of the worst excesses
of HMOs and managed care occurred:
care being denied, patients being put
out of the hospital too soon. And then
Congress was in a very reactive mode:
you’ve got to have this many days
after delivery, this many days in the
hospital after a mastectomy.

Well, that clearly wasn’t the way to
go about it, but that is the risk that we
run if we focus on the transactional
and forget the transformational. So all
three things, affordability, account-
ability and advancement, must be con-
sidered and must be given equal weight
in any change that comes about.

Within the concept of affordability,
it’s really not how much money you
spend; it’s how you spend it and are
you getting value for the dollar that
you spend in health care. And I would
circle back and bring it back to that
interaction between the doctor and the
patient in the treatment room. How do
we deliver value to that fundamental
unit of production of medical care? And
if a policy that we propose delivers
value, then that is something that
really should be looked at and one that
should be carefully debated and per-
haps enacted into law.

But if you look at that fundamental
interaction between the doctor and the
patient in the treatment room and it is
fundamentally deleterious, well, maybe
that’s something that we should not be
doing. We see examples of this within
the insurance environment all the
time.

And I would use the bill that we
voted on last week, the State Chil-
dren’s Health Insurance Program. Good
things in the bill, but some bad things
in the bill. Some of the bad things is
we tend to take children off of private
health insurance and move them onto
the State’s Children’s Health Insurance
Program; and we do that for succes-
sive, for families who earn excessively
larger and larger incomes.
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Now, we can argue what the top line
was; the top line reported in the bill
was $60,000. But on the floor of this
House, the chairman of the Energy and
Commerce Committee admitted to me
that States could disregard $20,000 in-
come for housing, $10,000 in income for
clothing, and $10,000 in income for
transportation. We're up to over
$100,000 with the income set-asides that
some States could develop.

Well, what’s going to happen to tak-
ing all these children off of private
health insurance, perhaps coverage
that the employer provides their mom
and dad and moves them on to an
SCHIP policy? Many pediatricians
around the country find that the reim-
bursement for a State Children’s
Health Insurance policy in their State
reimburses at a fundamentally lower
rate than the private plans. Even
though the private plans aren’t great,
they’re better than the State Chil-
dren’s Health Insurance policy.

So what if a pediatrician’s earnings
or gross bookings for their practice go
down by 30 or 40 percent on that seg-
ment of patients? Well, if you make
that segment of patients successively
larger, it’s going to be more and more
difficult for them to make up that gap;
and what they will do is what doctors
have always done: they’ll open a little
earlier, they’ll stay open a little later
and they’ll kind of squeeze a few more
patients into every hour.

Now, I ask you, is that a way to drive
up the value in that doctor-patient
interaction? I don’t think so. I think if
you squeeze more and more patients
into that hour, if you increase that
doctor’s work day so they’re having to
make decisions on less and less rest
with more and more stress, we are ulti-
mately likely to negatively affect the
value of that doctor-patient inter-
action.

So certainly that’s one aspect of the
bill for me that was extremely impor-
tant for us to fully evaluate; and, un-
fortunately, we didn’t get to evaluate
it. We didn’t get to debate it. We didn’t
get to do it in committee. We didn’t
get really to debate it on the floor. It
was kind of an up-or-down vote: take it
or leave it. And that’s fine if that’s the
way you want to run things. But for me
it was a fundamentally flawed idea be-
cause it damaged the value of the doc-
tor-patient interaction.

Other programs that may improve
the doctor-patient interaction, I'm
aware of a large employer in my dis-
trict back home, school district, to be
precise, that has a number of employ-
ees under their insurance policy that
provides a $20-a-month premium reduc-
tion for anyone who undergoes some
pretty basic screening, blood pressure,
weight and doing a little blood work.
So there’s a $250 value returned to the
enrollee in the health plan over a
year’s time. So obviously that’s a
value. It’s a value to the insurance
company because now they’re able to
identify perhaps that silent person
with a cholesterol up to here or a blood
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sugar that’s an undiagnosed
unmonitored diabetic.

They can identify those individuals;
and if the individual is desirous of help,
they can get them into the proper type
of care that will lower the likelihood of
a heart attack with the attendant time
in the intensive care unit, perhaps cor-
onary artery bypass grafting, perhaps
even the risk of sudden death or the
complications of untreated diabetes,
problems with eyesight, the problems
with circulation, leg amputation, all of
the kidney disease that goes along with
untreated diabetes. Perhaps we can
begin to get a handle on this earlier in
the course of the disease so that the
disease course may be modified and ul-
timately less costly.

Well, I would submit that that insur-
ance company has found a way to de-
liver value to the doctor-patient inter-
action; and, in fact, I would think
that’s behavior that this body would
want to encourage, not discourage,
amongst private insurance players.

But these are just two examples of
where value for the doctor-patient
interaction can be increased or de-
creased. And as a consequence, when I
apply that test to any health care pol-
icy, my decision about that, whether or
not to support that health care policy,
is likely to be based on the funda-
mental question, are we delivering
value to the doctor-patient inter-
action? If the answer is yes, that’s a
program that’s worthy of further
study, debate, and perhaps enacting. If
the answer is no, then it becomes fairly
easy for me to say that’s not a policy
that I would be inclined to support at
the present time.

Now, one of the things we move on to
or other aspects of affordability that
we should talk about, I did allude ear-
lier to the fact that there are now, ac-
cording to recent data that was re-
leased last April, 4.5 million people who
are covered under health savings ac-
counts. That’s up about a million and a
half from the year before. And, cer-
tainly, while it is not a vast segment of
coverage, the reality is we could cover
a great deal more people who are unin-
sured if they just simply knew about
these products.

In the mid-1990s when I went to look
for an insurance policy for an adult
child, it was just almost impossible to
get a private individually owned insur-
ance policy for someone in their mid-
20s. No one wanted to talk to you about
one single policy. We won’t even dis-
cuss it unless you’ve got a group of five
or 10, and then we’re going to charge
you a great deal for that. Now, I was
ultimately able to get insurance for
that individual.

But what a change 10 years later.
Any individual getting out of college
today, mid-20s, off their parents insur-
ance for the first time in their life,
maybe they want to go start a busi-
ness. Maybe they haven’t quite found
that right job yet; but rather than
going without health insurance, they
now have an option. They can go to the

and
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Internet and in the search engine of
choice type in health savings account
and very quickly they’ll be taken to
sites that will provide them a vast
array of choices in high deductible in-
surance policies. These policies are
typically paid for with after-tax dol-
lars, which is a limitation, I admit, and
one that this Congress should take up
and deal with. But oftentimes we’re
talking about individuals who are not
in the higher income earning brackets
or perhaps pay no Federal income tax
at all. So the fact that it’s not a tax
deductible expense is not of great im-
port to them.

But the fact that you can get a high
deductible insurance policy that, with
a $2,000 to $5,000 deductible that ranges
in price from about $5656 a month to $75
a month, well, that’s a pretty signifi-
cant savings over what we typically as-
sociate with the cost of insurance,
which is obviously much greater than
that.

So that young individual who’s just
starting out doesn’t need to start out
life without insurance coverage. It’s
not something that they need to fore-
go. Yeah, it’s a high deductible policy,
so guess what? If you go in for a flu
shot or you go in for some relatively
minor difficulty likely as not that’s
going to be something that will have to
be borne by the individual.

But if that individual has a cata-
strophic event, a motorcycle accident,
an accident or pregnancy and requires
prolonged hospitalization, that hos-
pitalization is covered after the de-
ductible is met. And how powerful is
that to be able to put that type of pro-
tection in the hands of a whole seg-
ment of society that 10 years ago had
no choice at all, no option. You just
simply cannot buy or find insurance no
matter how big a check you’re willing
to write, because I was willing to write
a big check to get insurance coverage
at that time, but it just wasn’t avail-
able. Ten years later it’s readily avail-
able. It’s up on the Internet. And be-
cause of competition on the Internet,
we’ve driven the price down, so afford-
ability obviously has improved.

Now, the other great things about a
health savings account is you can put
money away. If you do pay taxes, you
can put away money with pre-tax dol-
lars, put money into essentially a med-
ical IRA, or a health savings accounts.
You can actually begin to accumulate
dollars in that health savings account.
And the good news is that over time, if
that money is not used for medical ex-
penses, it can only be used for medical
expenses, but if it’s not used, it doesn’t
g0 back to someone else at the end of
the year. It doesn’t even go back to the
Federal Government if you die too
soon. That money is yours. It is yours
to use for your health expenses, or it is
then delivered on to your heirs and as-
signs if you meet an untimely demise,
but that money is yours. It doesn’t be-
long to the Federal Government. The
money you put into that health savings
account stays under your command

CONGRESSIONAL RECORD —HOUSE

and control for the rest of your life as
long as it is spent for health care ex-
penses.

So you can see, even a young indi-
vidual who doesn’t have the financial
wherewithal to contribute the full
amount, say the $2,000 or the $5,000
every month to a health savings ac-
count, still can put some number of
dollars away that will grow over time.
And since we’re talking about young
individuals, well, the time value of
money comes into play. And if you
begin such an account when you’re 25,
by the time you’re 65 and ready to face
retirement, there may be a significant
accumulation of dollars in that ac-
count. And the good news is there is no
one can take that away from you.

Now another thing that we’ve worked
on in this Congress and something that
I would argue would be a positive in
the values section for delivering value
to the doctor-patient interaction are
what are called association health
plans. Now, association health plans by
themselves are not going to drive down
the cost of the, or the number of the,
uninsured; but they will help control
the ever-rising cost of health insurance
which, of course, is what drives a lot of
small businesses out of the business of
providing health insurance. So associa-
tion health plans have been voted on in
the two previous Congresses several
times since I arrived here in the begin-
ning of 2003.

And the concept is pretty simple. It
just says small businesses can kind of
group together to get the purchasing
power, the purchasing clout of a much
larger organization and use that abil-
ity to aggregate themselves to get a
better deal with an insurance company,
to get a better deal in providing insur-
ance to their employees. So if you
have, say, a group of Realtors, a group
of dentists offices, for example, a group
of chambers of commerce employees,
you can put this group together as long
as they have similar business models.
That’s why the term ‘‘association” is
used. They can be put together to go
out and purchase or to make bids on
the commercial insurance market and,
again, get a little bit more of that pur-
chasing clout that large organizations
have.

And one of the reasons that associa-
tion health plans have been conten-
tious in this House is because for them
to be effective, particularly in medium
and small-sized States, you’ve got to
have the ability to go and take in a
group of people that may cross a State
line. Now, a State as big as Texas,
which at one time was its own country,
that’s not as big an issue. But still you
will get a better economy of scale if
you are able to draw in more people
into this association that then goes out
and buys insurance.

For whatever reason, we passed it in
the House, three or four times in the
last 4 years, but unfortunately it never
did pass in the Senate. They had Sen-
ator ENzI, who was at the time chair-
man of the Senate Health Committee,
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make a good run at it last year, got all
the principals in the room and tried to
get them to craft an agreement on
that, but ultimately was not able to
get that done. And that’s a shame,
that’s too bad because again this is one
of those things that would fundamen-
tally deliver value to the doctor-pa-
tient interaction because it would hold
down the cost, the ever-increasing cost,
bend that growth curve a little bit on
the increasing cost, the ever-increasing
cost of health insurance, and allow
more people to keep and retain their
insurance coverage.

Now, the President brought up in his
State of the Union message here last
January, and it’s been talked about on
and off again over the past six to eight
months, the issue of equal tax treat-
ment for employer-derived insurance
and insurance that’s owned by the indi-
vidual. We’ve really not made any
great progress, but I do believe the con-
cept is one that’s worthy of study,
that’s worthy of debate in this House. I
already alluded to that fact a little
earlier in the talk that once you have
the employer-derived insurance as a
pre-tax expense, that alters the playing
field and it, in fact, encourages the use
of that type of insurance and maybe
even encourages the use of that type of
insurance a little too much.
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It encourages people to be over-
insured because, look, I can’t really
pay you any more without distorting
my salary structure but I will give you
this more generous insurance package.
And as a consequence, more insurance
benefits are added to that person’s ben-
efits package, and it may, in fact, be
more insurance than they actually
need. So they are paying for something
that they don’t actually need.

On the other end of the spectrum,
you have the individual who is out
there pricing insurance now in the pri-
vate market, and perhaps they do earn
enough money to pay income taxes,
and it would be great to extend or ex-
pand their purchasing power for that
insurance by allowing them to pay for
that with pretax dollars.

There is going to be a lot of debate
on that over the next several years, I
expect. In my mind, it is the only sane
and smart way to go to, again, decou-
ple the insurance product from the tax
code and Kkind of put everybody on an
equal footing. It’s either deductible for
everyone or not deductible for every-
one. But let’s put everyone on the same
playing field there because only in that
way will we get true equity and only in
that way will we get the demand for
the type of products that, again, ulti-
mately will have the competitive
forces that will push the price down.
And after all, the kind of competition
that is available on the Internet, the
same type of competition that’s avail-
able now with health savings accounts,
and since they are after-tax items any-
way, they are not under the same re-
strictions, but to get that same type of
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competitive influence from pricing on
the Internet that will help keep the
cost of health care coverage more af-
fordable for more people. It’s kind of
analogous to the people who sell car in-
surance and who say 15 minutes can
save you big bucks on your car insur-
ance if you are willing to invest 15 min-
utes on a telephone call to a particular
insurance company. They have done a
lot of clever things with their adver-
tising with animated lizards and
unfrozen cavemen and the like, but the
reality is they have taken the concept
of the type of competitive edge you can
get by utilization of the Internet with
car insurance. If we had the same abil-
ity to do that with health insurance,
how much better would that be? Be-
cause we could drive the price down,
because now people would be com-
peting with large volumes, large num-
bers of patients. Now companies would
be competing with large numbers of pa-
tients, and, in fact, I think we would
see an improvement on the price struc-
ture rather than this continued year-
after-year increase in prices and this
continued year-after-year of picking
only the people that we want to insure
and leaving others out. This is a way of
broadening the base and lowering the
rate. We liked that concept in our tax
policy; we should like that concept in
our insurance policies as well.

Madam Speaker, mandates are an-
other issue that will come up from
time to time. The health care program
that was popularized in the State of
Massachusetts, very famously, depends
upon an individual mandate. It is your
obligation and responsibility to have
insurance, and you will have insurance
or we will buy it for you and charge
you for it. If you don’t want to pay us,
we will take that money out of your
State income tax refund that you are
due at the first of the year. So that is
one way to get people to buy insurance,
to be sure.

Now, in 1993, when the Clinton health
care plan was discussed, they talked
about employer mandates: We’re going
to require every employer to partici-
pate in an employer-derived health in-
surance program or they are going to
have to pay a large amount in order for
their employees to get coverage else-
where.

So employer mandates and individual
mandates are certainly techniques that
have been tried in the past, and we
may see them tried again in the future.

State mandates are where a State
says any insurance policy that is writ-
ten in the State, you have to provide
coverage for these items. It varies from
State to State. Some States are quite
generous, and as a consequence, their
insurance rates are high. Some States
are more spartan, and as a con-
sequence, their insurance rates are
more reasonable. But State mandates,
individual mandates, employer man-
dates, in my opinion, have the ability
of driving up the cost and limiting the
care because they remove the competi-
tive influences that otherwise would be
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brought by the competition that’s
available in the open market and just
keeping free enterprise involved in
medicine.

I guess the counterpart to mandates,
for all its faults and for all of the sort
of anguished discussion that we had
about Medicare part D over the past
several years, Medicare part D now
provides pharmaceutical benefits,
pharmaceutical coverage to 90 percent
of the Nation’s seniors, and it does so
with a 90 percent satisfaction rate. And
there is not a mandate in the program.
And how do they do it? They provided
programs that people actually wanted.
That would be a novel approach. In-
stead of a mandate, you make some-
thing that is marketable. You make
something that’s desirable. You make
something that patients and families
are going to say that’s a good idea and
it’s reasonably priced and I am going
to do that. Mandates, on the other
hand, tend to drive things in the other
direction. And ultimately, although
there may be a transient reduction in
price long term, it has a negative influ-
ence on price and causes prices to in-
flate and increase over time.

Madam Speaker, I can hardly come
to the floor of the House and talk
about changes in our health care sys-
tem without at least briefly talking
about changes in the way the medical
justice system is handled in this coun-
try. And the reason that it is so impor-
tant to me is my State, my home State
of Texas, changed the nature of the ar-
gument 4 years ago and since then has
been reaping the benefits of funda-
mental and sound medical liability re-
form.

Now, the Texas legislation that
passed in the legislature that convened
in 2003, and subsequently we had to un-
dergo a constitutional amendment in
September of 2003, it provided a cap on
noneconomic damages. The so-called
Medical Injury Compensation Reform
Act of 1974, as passed by the State of
California, was adopted and modernized
in the Texas plan. But it was a Medical
Injury Compensation Reform Act-style
reform that was done in my home
State of Texas.

Now, caps on noneconomic damages
out in California in 1975 were set at
$250,000. In Texas, with the passage of
this legislation, there was a cap set at
$250,000 for a physician if the physician
was involved; $250,000 set for the hos-
pital if a hospital was involved; and
$250,000 for a second hospital or a nurs-
ing home if one was involved. So there
was an aggregate cap of $750,000. At the
same time, there was no cap placed on
actual damages, real damages, that
were sustained in a medical liability
suit and no cap placed on punitive
damages if those were awarded by a
judge in a medical liability suit.

The result of all of this was that a
State that was in turmoil, a State that
was in chaos in the year 2002, today is
eminently stable when you talk about
its medical justice system because of
these commonsense reforms that were
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enacted back in 2003. The benefits that
we have seen for my old insurer of
record, Texas Medical Liability Trust,
my medical liability premiums had
been increasing by double digits every
year, year after year for about the 4
years before I concluded my practice
and came to Congress. The very next
year after the passage of this bill in
2003, prices dropped. They dropped 12
percent. They have continued to drop.
So the aggregate reduction in premium
prices over the 4 years since this passed
has been 22 percent for physicians in-
sured under the Texas Medical Liabil-
ity Trust. And that is in addition to
double-digit increases that were hap-
pening every year up to 2003. Now we
have had a 22 percent reduction. That’s
a significant change.

One of the most important things,
though, was the number of medical li-
ability insurers that existed in the
State of Texas had gone from 17 down
to two. You are not going to get much
in the way of a competitive edge if you
have only got two people willing to
write medical liability insurance in
your State. So by the start of 2003, we
were truly in crisis with the fleeing of
medical liability insurers from our
State.

What happened after the law passed?
The insurers started to come back in.
Now, many of them wanted to come
back in and say, we’re going to have to
charge you more money because Texas
is still an unproven deal and we’re not
sure we want to come in at the rates
you are going to set. But Commissioner
Montemayor, who was then the Com-
missioner of Insurance in the State of
Texas said, if you are going to come
back in, you’re going to come back in
at reasonable rates. And as a con-
sequence today, I'm not sure of the top
number of Texas insurance companies,
but certainly above 15 and may well be
above 20 insurance companies that
have come back to the State, and, most
importantly, they have come back
without an increase in their rates.

One of the unintended beneficiaries
of this reform was the smaller not-for-
profit hospital in the State of Texas.
Smaller and medium-sized hospitals,
self-insured, they had to put a lot of
money away against a possible bad out-
come in a court. With the passage of
this law and with some return of sensi-
bility and stability to what their ac-
tual outlay may be if they lost a case,
smaller hospitals and medium-sized
hospitals were able to take some of
that money that they had put away in
accounts to guard against a possible
adverse finding in court, and now they
were able to take that money and use
it for capital expansion, nurses’ sala-
ries, the kinds of things you want your
smaller not-for-profit hospital to be
doing in your small and medium-sized
community.

So it was a very big boon not only to
physicians but also to hospitals. And,
again, I would submit is that a win or
a loss for someone who wants to deliver
value to the fundamental doctor-pa-
tient interaction in the treatment
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room? Obviously, it’s a win. We have
more doctors coming to the State. We
have so many doctors coming to the
State, the Texas State Board of Med-
ical Examiners can’t keep up with the
pressure, with the demand on new li-
censes for doctors who want to get li-
censed to practice in Texas. So that is
a good thing. Texas as a whole has been
underprovidered, if ‘“‘providered’ can be
used as a verb. Texas as a whole has
been underprovidered for some time.
The national average is 260 doctors per
100,000 population. Texas sits at about
186. But the situation is improving
month over month because of some of
the commonsense changes we made in
medical liability insurance.

And one last thing I would add. If I'm
from Texas and we’ve already done
this, what do I care about the rest of
the country that their medical justice
system perhaps remains with the scales
uneven and tipped to one side or the
other? Well, the reason I care is be-
cause now, as a Member of Congress,
we have to deal with the Federal budg-
et every year. We have to decide how
much money we are going to give Medi-
care and Medicaid every year. Consider
this: A study done back in 1996 at Stan-
ford University looking at the cost to
the Medicare system for treatment of
heart disease, the additional cost for
the treatment of heart disease when
factoring in the cost for defensive med-
icine, back in 1996, that cost was cal-
culated to be just under $30 billion.
Well, that was 12 years ago. I rather
suspect that number would be higher
today if anyone went back in and recal-
culated those figures. So it is signifi-
cant. That is practically 10 percent of
the money we budget every year, the
money we appropriate every year to
pay for the Medicare system. It is a
significant savings to the Medicare sys-
tem if, in fact, we can capture these
savings.

Just the Texas bill alone introduced
in the House of Representatives was
scored by the Congressional Budget Of-
fice as saving $3.8 billion over 5 years
just with the language of the Texas
bill, to say nothing of what it would do
on putting negative pressure, down-
ward pressure on the cost of defensive
medicine. And $3.8 billion is not a big
figure when we talk about money up
here in Congress. It’s usually tens or
hundreds of billions of dollars. But I
have got to tell you what, $3.8 billion is
real money, and in a year where we are
scratching around trying to find every
dollar that we can, that $3.8 billion is
significant. And, again, I, frankly, do
not understand why the House
wouldn’t consider taking this up, be-
cause this is a commonsense solution
to a problem that vexes many States
around the country.

And perhaps one of the even more
pernicious effects of the medical liabil-
ity crises in some States is the fact
that it directs the best and brightest of
our young people in a career path other
than medicine. If I am going to spend
all that time in school, if I'm going to
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accumulate all that student debt, and
then when I get out, I have got to pay
these high liability premiums and you
go to court and they make you look
like a bad guy, I don’t think I want any
part of it. It does have a negative effect
on attracting the best and brightest
into our physician workforce.

The physician workforce is impor-
tant. I want to talk about that in
greater detail. But just consider this: A
residency program director out of one
of the big hospitals up in New York a
few years ago, when I asked her, ‘“‘Does
the medical liability crisis impact your
residency training program at all?’’ she
told me that, well, currently we are
taking people into our residency pro-
gram that we wouldn’t have inter-
viewed b5 years ago.
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In other words, the pool of available
applicants for their residency program
had contracted because of the chilling
effect, the negative effect of the med-
ical liability insurance in that State.
And these are our children’s doctors;
these are our children’s children’s doc-
tors. I fail to see how the advancement
of medical care is furthered by allow-
ing policies that have that type of an
effect on our physician workforce.

But let’s talk a little bit about the
physician workforce in the time that
remains because this is another impor-
tant part of where we go with health
care reform, health care trans-
formation in this country. And three
bills that have recently been intro-
duced, H.R. 2583, H.R. 2584 and H.R.
2585, deal with the problems sur-
rounding the physician workforce.

Now, just a little bit less than 2 years
ago, Alan Greenspan, as one of his last
trips around the Capitol, came and
talked to a group of us one morning.
And a question was posed to him: What
do you think about Medicare? Are we
ever going to be able to pay for the un-
funded liability of Medicare in the fu-
ture? And he stopped and thought for a
moment and said, Yes. I think when
the time comes Congress will make the
hard choices, make the hard decisions,
and, indeed, we will be able to salvage
and pay for the Medicare system. And
he paused for a moment and then went
on to say, But what concerns me more
is, will there be anyone there to deliver
the services when you require them?

And that, Madam Speaker, is a cru-
cial point in this discussion. And that
is the point behind the three bills that
were introduced earlier this year to
create incentives for hospitals to pro-
vide residency programs, to create in-
centives for medical students to go
into medicine in the first place and, fi-
nally, to encourage physicians who are
more mature in their practice to stay
in their practice.

Creating more residency programs.
There are some hospitals in the coun-
try that would welcome a residency
program. They have the patient load.
They could get the accreditation from
the American Council of Graduate
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Medical Education, but the barrier for
entry is just simply too high, the cost
of starting a residency program is too
high.

So this bill would provide loans to
hospitals to begin residency programs
where none have existed in the past,
particularly in fields in high-need med-
ical specialties in medically under-
served areas, things like general sur-
gery; things like family practice;
things like obstetrics and gynecology.
This would be the subset of residency
programs that would be encouraged
with this legislation.

And, as a consequence, since it is a
loan program, the money would be paid
back and over time would recirculate
so more and more programs could be
added to the Nation’s training pro-
grams, particularly, again, for high-
need primary care specialties in medi-
cally underserved areas.

H.R. 2584 dealt more with the young-
er individual who is either in medical
school or perhaps thinking about a pro-
fession in health care. And this bill
would provide incentives, it would pro-
vide scholarships, it would provide loan
forgiveness, it would provide tax relief
for individuals who, at the time of
their conferring of their degrees and
the beginning of their practice, would
agree to practice in areas that are
medically underserved and, again, in
high-need specialties.

Now, this concept is actually an
older concept. It was around when I
was in medical school, but we need to
modernize it for the 21st century.

And what really brought it home for
me was visiting the gulf coast area
after Hurricane Katrina. So many doc-
tors had left, and so many more doc-
tors were contemplating leaving. How
in the world are they ever going to
maintain a health care workforce in
that part of the country unless they
grow their own doctors in place? This
is a way to allow that to happen, and of
course there are other medically under-
served areas around the country that
might benefit from this as well.

Again, back in my home State of
Texas, the Texas Medical Association
puts out a periodical called ‘‘Texas
Medicine.” This was the cover of their
March issue, which raised the specter
or the question: “Running Out of Doc-
tors.” And these two bills were largely
inspired by the work done in this arti-
cle.

And one of the concepts that was put
forward in this article was that med-
ical residents tend to stay where they
train; they don’t go very far. The fruit
doesn’t fall very far from the tree. So a
medical resident who trains in a town
is likely to set up practice within 50 or
100 miles of that town. That is the con-
cept behind setting up these
residencies in smaller and medium-
sized communities, smaller hospitals
that have the need and have the pa-
tient load that will allow for the train-
ing and teaching and allow those physi-
cians to stay in that practice area.

Well, you might ask, how does this
deliver value to that doctor-patient
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interaction that I've talked about sev-
eral times tonight? Well, there are sev-
eral ways. Number one, in just having
the availability and the access of a
physician. You can’t deliver value to
the doctor-patient interaction if you
don’t have a doctor there to interact
with the patient. So that is certainly
one very fundamental way that it can
improve it. But another way, and per-
haps a less tangible way, is if a doctor
goes into practice within 50 miles of
where they did their training, what do
they know about that place? Well, they
know the community. Their family,
their wives and their children are prob-
ably going to be more comfortable in
that community, so there is increased
job satisfaction that the doctor will
have in that community. I'm sorry, I
should have said wives or husbands
would have in that community. So
there is increased personal satisfac-
tion.

But the other thing is, you know the
doctors in the area, you know who’s
good and you know who’s not so good.
Referral patterns that are established
during a 3- or 4-year residency can be
continued. And this is the additional
value that this type of training will
bring to our young physicians in the
State and allow them to be better phy-
sicians when the time comes for them
to begin their practice.

The final bill, 25685, deals with a prob-
lem that we’ve had in this Congress for
as long as I've been here, in fact, before
I got here, and that is the problem that
we have with reimbursing physicians in
the Medicare system. The current
Medicare system of pricing is one that
is not based on any sort of reality. Hos-
pitals, drug companies, HMOs each get
sort of a cost-of-living adjustment
every year for their funding sources;
but physicians, for whatever reason,
don’t get that cost-of-living adjust-
ment. They don’t get what’s called the
Medical Economic Index. What they
get is called the Sustainable Growth
Rate Formula, which generally pushes
their reimbursement rates down year
over year. And over the next 10 years
time, the budgetary projection is for
physician payment rates for Medicare
patients to be reduced on the order of
30-38 percent. Well, that’s untenable.
No doctor can continue to practice;
they can’t even plan for their practice.
They can’t plan for hiring; they can’t
plan for the purchase of new equipment
all of the time they’re laboring under
that type of restriction.

2685 would repeal the Sustainable
Growth Rate Formula in 2 years’ time.
It resets the baseline for 2008 and 2009,
which does allow for a positive update
for physicians in 2008 and 2009, with no
smoke and mirrors, no fancy footwork.
It is just something that could be done.

And then we aggregate all of the sav-
ings that accrue to the Medicare sys-
tem because we are doing things bet-
ter, cheaper, and faster in the Medicare
system currently. As a consequence,
that savings can be used to offset what
is described as the cost of repealing the
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Sustainable Growth Rate Formula over
10 years’ time.

Consider this, the Medicare Trustees
Report from last June said that the
bad news is Medicare is still going
broke, but the good news is it’s going
to go broke a year later than we told
you last year. The reason for that is
600,000 hospital beds were not filled last
year because doctors are doing things
better in their practices, they are keep-
ing patients out of the hospital, they
are doing procedures in an ambulatory
surgery center; and as a consequence,
the overall cost price pressure on the
Medicare system has reduced. The
problem is that doctors don’t get to
have any credit for that reduction. It
all goes to the hospitals, drug compa-
nies, nursing homes and HMOs, not to
the part B of Medicare, which is, after
all, where physicians are paid.

We need to change this. We need to
make those savings only attributable
to part B. And as a consequence, we
can drive down the cost of repealing
the Sustainable Growth Rate Formula.
And by postponing that repeal for 2
years’ time, but at the same time pro-
viding a positive update for 2008 and
2009, I believe we have a system in
place that can be a win-win for Con-
gress, for doctors, and for the Amer-
ican patient, the Medicare patient, who
has increased difficulty with finding a
Medicare physician.

Two other proposals in that bill, 2585,
would be to provide positive updates
for doctors who voluntarily improve in-
formation technology in their offices.
We all know this is something that is
going to have to happen. This is some-
thing that is going to have to occur.
Let’s give a little bit of a positive up-
date, a little bit of a positive bonus.
Yes, patients who aren’t in the Medi-
care system will also benefit from that,
but we’re not getting a tremendous
amount, about a 3 percent bonus per
year for voluntary improvements in
health information technology.

Let’s also make available for physi-
cians who voluntarily report quality
measures, let’s also make a positive
update available for them as well. And
the consequences of that is people will
begin to focus on the quality aspect if
you just simply make a physician
aware of what their expenditures in the
Medicare system were for the past
year. That information is confidential.
It’s not something that’s published;
other people aren’t aware of it. But
doctors tend to be relatively competi-
tive, and if they have that number
available to them, they are likely to
behave in a way that will try to drive
that number down. Doctors are goal-di-
rected, doctors are competitive, doc-
tors want to be the best at what they
are. Well, let’s give them the data and
see if they can’t compete on that level.

The other thing is I think we need to
make that information available to the
patient as well: What did it cost the pa-
tient to provide for the treatment over
the cycle of care for the past year?
And, again, these are less defined, but
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equally important, ways we can begin
to deliver value to that doctor-patient
interaction.

The health information technology is
so important. Many doctors are sitting
on the sidelines right now. It’s like
buying a VCR in the mid-1980s: Do you
go with Beta or VHS? And it’s hard to
know what the technology is going to
look like in 5 years; and the person
who guesses right will be rewarded, the
person who guesses wrong will be pe-
nalized.

So there is a lot of tension, a lot of
nervousness out there when you talk to
physicians’ offices. And there is no
question about it, these things add a
lot of time to the doctor’s day, time
that is not readily compensated in any
other formula. So we need to consider
adding that positive update, such as
was done in H.R. 2585.

Well, Madam Speaker, we cannot rise
to the transformational change re-
quired in this country without keeping
the best doctors involved and without
incentivizing and training the best doc-
tors for tomorrow. This is going to re-
quire a near-term, a mid-term and a
far-term, a long-term strategy. We will
not be able to master the trans-
formational changes and challenges
without America’s best and brightest
still involved in the teaching and in
the practice of medicine.

This is a bipartisan issue. It doesn’t
affect only one side of the aisle. It
doesn’t only affect the other side of the
aisle. It requires each of us to work to-
gether.

Madam Speaker, I will submit our
congressional approval ratings right
now are at historic lows; and the rea-
son they’re at historic lows is not for
the reason that most people think up
here. The reason they’re at historic
lows is because we won’t work together
to get a single thing done for the
American people, and this is one of
those things that they want done.

Now, I left my beloved profession a
little over 4 years ago to come and
serve here in Congress. I didn’t come to
just sit and watch as things happened
and things were brought to us by other
people. I came to be actively involved
in the process, and I intend to remain
involved in the process.

I have outlined numerous solutions
here tonight. I am grateful to the lead-
ership on my side for giving me the op-
portunity to talk about these things
and would only submit that there is a
great deal more to discuss, and there
will be more to come later.

————

LEAVE OF ABSENCE

By unanimous consent, leave of ab-
sence was granted to:

Mr. CARNEY (at the request of Mr.
HOYER) for today.

Mr. GENE GREEN of Texas (at the re-
quest of Mr. HOYER) for today.

Ms. KILPATRICK (at the request of Mr.
HOYER) for today.

Mr. KLEIN of Florida (at the request
of Mr. HOYER) for today.
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